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CHAPTER 6.0 REVIEW OF SELECTED RESEARCH ON NURSING HOME
STAFFING AND RESIDENT OUTCOMES!

6.1 Introduction

The relaionship between staffing levels and resdent outcomesis not a new topic and has been the
subject of severd research studies with expert meetings reviewing these studies. One such mesting of
experts, referred to in previous chapters as the Hartford experts, has reviewed this research and made
recommendations about appropriate minimum nurse staffing ratios, including recommendations of a
minimum of 4.55 total nursing hours per resdent day, as was discussed in Chapter 3. These
recommendations were published in arecent issue of the Gerontologist (Harrington et ., 2000). In
addition to recommended minimum nurse affing ratios, the Hartford statement dso made
recommendations with respect to education and training, and the use of nurse practitioners, a
recommended gaffing issues that is outside the scope of our present studly.

Aswas discussed in Chapter 1, expert consensusis one of the three research Strategies that can be
used to address our generd study question of gppropriate minimum staffing ratios. Although we have
not assembled an expert panel to make recommendations, the Hartford experts were convened
recently in April 1998 and their recommendations were published this year, 2000. We draw upon their
published statement here in this chapter. In addition, our review of research on the relationship
between nurse saffing and quality outcomes will reved that the bulk of this research has been

! Sections 6.1, 6.2, 6.4, 6.5, and 6.7 of this chapter were written by Marvin Feuerberg, HCFA. Section 6.3 was
written by Karen Reilly, Abt Associates. Valuable comments and suggestions were provided by Andy
Kramer, University of Colorado Health Center on Aging and Division of Geriatric Medicine, University of
Colorado Health Sciences Center, Denver, Colorado. Editorial assistance was provided by Jeane Nitsch and
Susan Joslin, HCFA.

Section 6.6 in this chapter called “Nursing Department Staff Ratios and Quality of Life was prepared by
Rosalie A. Kane, Division of Health Services, Research, Policy and Administration at the University of
Minnesota School of Public Health. Under contract with HCFA she directs a study called Measures,
Indicators, and Improvement of Quality of Life in Nursing Homes. This scope of that study touches on
how various aspects of overall staff mix, deployment, training, and role definition relate to the Quality of
Life measures under development. Other key investigators associated with the study from the University of
Minnesotainclude Robert L. Kane, Katherine Giles, Leslie Grant, Sandra Potthoff and Lois Cutler. Also
among the investigators are M. Powell Lawton from the Philadel phia Geriatric Center and Howard
Degenholtz from the University of Pittsburgh. Mary Pratt serves as the HCFA project officer. The Section
was written on request from HCFA as afree-standing preliminary comment, reflecting on some issues
related to quality of life that might impinge on recommended staffing ratios in nursing departments. The
section was prepared without review of any of the other materialsin the report. The investigators
emphasize that asyet they have no findings from the study, Measures, Indicators, and I mprovement of
Quiality of Lifein Nursing Homes, and that their comments are based on review of alarge literature on
quality of lifeand avery scanty literature on how staff effects quality of life and early fieldwork in 40
nursing homes where they are developing indicators.
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addressad to quality problems which come under the rubric of qudity of care rather than qudity of life.

Accordingly, this chapter has four objectives, to: 1) critically review selected research on nurse staffing
and resident outcomes; 2) present background information on the Hartford meeting and discuss their
findings and recommendations; 3) discuss other non-ratio aspects of daffing that are not andyzed in this
Report; 4) review evidence on the relationship between staffing and qudity of life.

6.2  Review of Selected Resear ch on Nurse Staffing and Quality of Care Literature
6.2.1 Introduction

Aswe have seen, recent officid reports by government agencies of serious problemsin nurang homes
of manutrition, dehydration, pressure sores, abuse and neglect, coupled with a continuous flow of
newspaper and televison coverage, have led many to accept the position of the consumer advocacy
organizations that inadequate staffing isthe root cause of the identified problems. Second, it seemsa
matter of amplelogic, faulty aswe shal see, that more staffing must result in better resdent care. It
certainly seems counter intuitive that reductions in nurse gaffing to very low levels would not result in
qudity problems; hence, the need for minimum standards. And, for the consumer advocates, much
higher minimums than currently required. Third, there are some research studies which have been cited
by a consensus statement of experts as consstently showing “the positive relationship between higher
nurse gaffing levels, especidly RN saff, and the outcome of nursang home care” We will discuss the
consensus statement in the next section.

In this section, we will briefly review selected research studies which report on the relationship between
nurse staffing and resident outcomes. Our examination of these studies calsinto question just how
“pogtive’” and how “conggtent” the findings were and other study design dements which limit what can
be concluded. This does not mean that the studies were not conducted competently and professionally.
Every sudy has limitations and the studies investigators often acknowledged some of our concerns
described below.  Although we cannot review each cited study here in great detall, the following should
be noted in evauating the strength of the evidence presented.

6.2.2 Sample Size and Representativeness

Some of the studies were conducted with the resdent as unit of analyss, others with the nursing home
asthe unit of analysis. With two exceptions, (Cohen and Spector, 1996; Harrington, et a, 1999) the
data analyzed in each of the cited studies was limited to resdents and facilities from a single State, and
usudly from a States with asmall number of facilities. Cherry (1991) anadlyzed 1984 data of 134
Missouri nursing homes, Nyman andlyzed 1984 data from 247 lowa nursing homes, Aaronson et d.
(1991) andyzed data from 449 Pennsylvania nursing homes; Spector and Takada (1991) andyzed
data from 80 nursing homes in Rhode Idand; Bliesmer et d. (1998) anayzed data from about 440
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nursng homesin Minnesota over a 3-year period from 1988 through 1991; Munroe anayzed 1986
data from a sample of 455 Medicare certified skilled nursing facilitiesin Cdifornia. The Munroe study
(1990) analyzed data from alarge sample of California SNFs. Aswill be shown below, the individua
sngle State studies are so divergent - different design, data, measures, and research questions - that it is
very difficult, redlly impossible, to aggregate them into a summary conclusion.

There are two studies that are not of single States. Harrington et a. (1999) has employed OSCAR
data which reports on dl Medicare, Medicaid, and dudly certified homesin the United States. Cohen
and Spector (1996), the other exception to asingle State study , andyzed data from a nationally
representative sample of 658 Medicaid-only homes from the Ingtitutional Population Component of the
National Medical Expenditure Survey (NMES), 1987.

The datafor dl the studies cover years prior to the implementation of OBRA ‘87 in October, 1990,
dthough the Bliesmer et d. study straddles that period. Although we would expect thet the relationship
between gtaffing and outcomes to be consistent from year to year, the introduction of a number of
changesin care practices as aresult of OBRA may have dtered thet rdationship. Whereas many of the
cited studies were published after the implementation of OBRA, the data andlyzed in dl these studies,
with the qudification noted above about the Bliesmer study, were from the pre-OBRA period.

6.2.3 Outcome Measures and Risk Adjustment

Two studies, Harrington et d. (1999) and Munroe (1990) have employed number of deficiencies asthe
sole measure of resident outcomes, a suspect measure.  Deficiencies represent discrete problems
identified by State surveyors. Even if correctly determined by surveyors, they were never intended or
conceptuaized to be of equa importance and additive. For example, one nursng home can receive a
deficiency for not prominently pogting in the facility information on how to gpply for and use Medicare
and Medicaid benefits and another nuraing home can receive a deficiency for placing resdentsin
immediate jeopardy, e.g., faillure to protect resdents from abuse. HCFA’s July, 1995 enforcement
regulation recognized the unequa nature of deficiencies. It required atwo step process in deficiency
determination on the part of surveyors. Every identified problem was to receive a deficiency followed
by a second determination of the seriousness of the problem measured on a scope and severity scae.

In addition to the nonadditive nature of deficiencies, Harrington seems to acknowledge that the
determination of the deficiency itsdf isfaulty: “...there are known variations in the surveyor procedures
and practices for determining deficiencies across the 50 States and the Didtrict of Columbia, aswell as
variance within states’. This problem was aso highlighted by the GAO and HCFA in prior sudies.

The other sudiestypicaly employed avery limited array of outcome measures, usudly 1to 3in
number, with adequate to inadequate risk adjustment. Aaronson et d. (1994) used the pressure sore
rate and restraint use rate as the outcome measures. Therate of pressure sores, a prevalence measure,
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can be viewed as an inadequate measure because it does not distinguish between pressure sores
acquired in the facility from those present on admisson. A incidencerate isfar preferable than a
prevaencerate. This difference cannot satisfactory be addressed with risk adjustment, as was found in
the analyses conducted for Chapters 9 through 12. All the resident data, including risk factor
adjustments, were derived from HCFA’s Medicare/Medicaid Automated Certification System
(MMACS) data, a precursor of OSCAR, a data source for which we have no independent
confirmation of its accuracy and good reason to think it grosdy inaccurate (see discussion below).
Further, their long term case mix index, dso derived from MMACS data, employs nursing weights
derived from over 25-year old studies of William Thoms, weights that are even more questionable as
detailed in Chapter 13. Cherry (1991) aso employs a composite measure derived from survey data
which aso appears to be a precursor of OSCAR.

Bliesmer et . (1998) used as outcome measures functiona ability, discharge home, and degth one or
more years after admission, controlling for resdents age and previous functiona ability. The
investigators acknowledged the data limitations, particularly the annud data collection, which “. . .
cannot separate the effect of benefits from more active professona nursing that occurs immediately
after admission from those that occur later in the patients course.” Spector and Takado (1991) aso
recognized the limitationsin their data for evaluating the impact on short-stay residents. Their outcomes
measures conssted of the probability of dying, declining or improvement in functional status over a6-
month period.

Nyman (1988) used severd outcome quaity measures, including plant maintenance, room maintenance,
room furnishings, care plan, diet plan, medication plan, resdent care, and qudity of life. Plant
maintenance, room maintenance, and room furnishing would not be recognized by most observers as
resident outcome measures. The care plan, diet plan, and medication plan would aso be consdered
by most as process rather than outcome measures, athough it can be argued that they would be
srongly related to quality outcome measures. The qudity of life measure is derived from arandom
sample of ten residents and their response to a number of questions which are summed into a five point
satisfaction score. Aswill be shown later in this chapter, qudity of life is a very nuanced concept and
particularly difficult to measure. Without more information, this crude measure is suspect. Thelast
outcome measure, one the author himself noted problems with, included resident care and measured the
average number of patients who had clean clothing, were fully dressed, had clean hair, clean eyes, clean
ears, daly ora hygiene, managed facid hair, clean and trimmed toenails, clean skin, good skin turgor,
and fresh water available. As noted by Nyman, “the data regarding this variable, however, were
ambiguous since some of the care categories may not have been gpplicable to dl patients...”

Cohen and Spector (1996) used as outcome measures mortaity within ayear, having abed sore (a
prevaence measure with the attendant problem noted above), and Activities of Daily Living (ADL)
datus at the end of the study year. Both the ADL status measure and particularly the mortality measure
are limited as measures of nurang home qudity and the potentia impact of nurse gaffing. Thisis
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because the design of the study in measuring the outcomes counts their occurrence outside the nursing
home which muddles their interpretation. If aformer resident dies within the sudy year outsde the
nurang home, it is difficult to interpret this outcome as due to care received in the nurang home as
opposed to care received in the hospital or from other non-nursing home care. Spector in another
article (Spector and Mukamel, 1998) appears to acknowledge this difficulty when they note that
“outcomes may be influenced by event after discharge for which the facility should not be held
accountable (p. 300).” Further, Cohen and Spector themsealves caution that “it isimportant to keep in
mind that this study was limited to a few important outcomes. Because qudity is multi-dimensond,
andyses using a comprehensive set of outcome measures would be necessary to fully understand the
relationship of reimbursement and gaffing intengity to quaity as measured by resdent outcomes.”

6.24 Measurement of Staffing

Any study of the relationship between staffing and resident outcomes requires reasonably accurate
measures of the various categories of nurse affing, (i.e., Registered Nurse (RN), Licensed Practica
Nurse (LPN), and Nurse Aide (NA)). At firgt glance, this might seem nothing more than smply
counting people. However, nursing homes provide nursing staff 24 hours per day, different saff are on
different shifts, often for different lengths of time, saff cal in sck or on some kind of leave, and nursing
homes often make use of temporary and sometimes extended use of contract nurses through outside
agencies. Converting dl the various times of nursing staff to total hours per resident day over some
defined reporting period is more difficult than it might appear, particularly if the reporting period is not
coterminous with the record keeping as seems to be the case for payroll records for regular saff and
invoice records for contracted staff. In addition as noted in Chapter 6, the centra independent
variable(s) of gaffing (RN, LPN, NA) per resident day aso requires aresident count. Although thisis
alot easer than counting staff, there is some varigbility in how thisis typically measured - some count
the resdentsin the facility a one point in time, others use average daily census over some period of
time, and there are differences of whether people not in the facility but in the hospitd are entered into
the count.

Given the above, it is surprising that not one of the studies reviewed offered any assessment or
even consideration of the accuracy of the staffing data employed in their analysis. Most of the
studies explicitly employed MMACS, a precursor of HCFA’s OSCAR system, which has been known
to users to have anumber of duplicate facilities and other mgjor editing problems, as compared to
OSCAR. Other studies appear to use MMACS or some other staffing data source which are
generated by State Survey Agenciesin the pre-survey period. And the OSCAR data themselves, while
more accurate than MMACS, is very inaccurate particularly with respect to reported nurse aide time,
as presented in a separate validity analysisin Chapter 7. Cohen and Spector used as a data source for
gaffing the Ingtitutional Population Component (IPC) of the 1987 Nationd Medica Expenditure
Survey (NMES), the precursor of the 1996 Medical Expenditure Pand Survey (MEPS). Asdiscussed
in Chapter 3, dl these data of nurse saffing are essentidly self-reports by the facility with little to no
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editing and no independent vaidation or assessment. As such, their accuracy is suspect.

Some studies appear to employ Medicaid Cost Report data or other financid and operationa data
reported to a State Agency, presumably the rate-setting agency. As such, they should be more
accurate because they are presumably desk audited, and potentialy vulnerable to ared audit and
sanctions for misreporting of data. Of course, since these data are used for reimbursement, there may
be for some cost-based reimbursement systems counter incentives for exaggerating saffing levels. The
analyses presented in Chapter 8 found nurse staffing as reported Ohio Medicaid cost reportsto be
reasonably accurate, particularly with respect to reported RN and LPN staffing and far more accurate
than OSCAR data

The key point hereis that none of the reviewed studies offered any evidence or even consideration as
to the accuracy of the reported staffing measures employed in the various andlyses. And thereis
evidence presented in Chapter 7 and Chapter 8 that renders the reported data sources in the cited
Sudies suspect. Findly, the use of some covariates in many of the regresson analyses compounds this
problem of staffing accuracy. In contrast to the analyses reported conducted in this study and reported
in subsequent chapters, these regression often entered into the equations covariates that are known to
be highly associated with nurse staffing such as profit/non-profit or hospital-based/freestanding status.
These particular covariates are likely to weaken any association between staffing and quality by using a
proxy for gaffing in the modd.

6.2.5 Congsency and Strength of Findings

Apart from al the above noted limitations in the research cited in support of the Hartford findings, it is
important to examine the findings themselves. As noted above, the Sudies typically attempted to
examine the impact of nurse saffing on one to three outcome measures. The three studies with
particularly suspect outcome measures found fairly weak results. Munroe (1990) found RN hours and
LVN (licensed vocationd nurse) hours had no impact on deficiencies; theratio of RN to LVN hours
per resdent day had a Sgnificant negative relationship with number of deficiencies. However, this
relationship was sgnificant at p < .10 levd in aregresson andysis that only explained about 9% of the
variance. Similarly, Harrington (1999) found a highly significant (p < .01) negetive relationship between
nursing care staff and tota care deficiencies. However, it is not surprising that the large N=13,700
produces such areasonably high sgnificance leve; the regresson modd only explained about 12.5% of
the variance. Nyman found a combined measure of nurang hours to be sgnificantly and positively
related to three of his eight outcome measures. Two of these three measures, plant maintenance and
room furnishings, cannot be viewed as resident outcome measures, as noted above. The third measure,
qudlity of life, isof dubious value, again noted above.  No sgnificant relationship was found for the
three process measures.

Cherry (1991) found a significantly negative relationship between RN hours per resident day and a
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composite measure of poor care. However, the regression moded only explained 12% of the variance.
No significant relationship was found for LPN and Aide hours per resident day and poor care.
Aaronson et d. (1994) found asignificantly (p < .10) negative relationship between direct care
(nursing) gtaff per 100 beds and the pressure sore rate; no significant relationship was found for
restraint use rate even if at the higher significance threshold of .10. Bliesmer et d. (1998) essntidly
found highly significant pogitive and negative relationships (p< .001) for licensed nursing hours and the
probability of discharge home and desth, respectively, inthefina year for each study cohort. No
sgnificant reaionship was typicaly found for nonlicensed nursing hours. Licensed, but not nonlicensed,
nursing hours were sgnificantly associated with less dependency of residents three years later.
However, “this effect appears to be primarily due to the likelihood of discharge home or remaining
dive. When only the chronic resdents are studied, the role of professona nurang hours virtualy
disappears.”

Spector and Takada (1991) did not find any significant impact of saffing and high ADLs on death and
functional decline. However, moderate saff/high ADL and low gtaff/high ADL were significantly
associated with between 30% and 40% less likely to improve compared to high facilities with high staff
and high ADLs. Cohen and Spector (1996) found that a higher RN intengity (ratio) “...was associated
with alower rate of mortaity”. The investigators acknowledge that the effect issmal. A higher
intengty of LPN gaffing was found to “...agnificantly improve functional outcomes, athough thisimpact
isaso rdatively smdl.” There gppeared to be no impact of saffing on having a bedsore. In contrast,
Aaronson et d. (1994) found a significant negative relationship, as noted above.

6.2.6 Conclusion: Review of Selected Resear ch on Nurse Staffing and Quality of
Careliterature

6.2.6.1 Is There a Positive Association Between Staffing and Quality of Care
Outcomes?

Any conclusion on the association between gtaffing and outcomes derived from the above studies
would be based on small samples of limited representativeness, questionable outcome measures and
risk adjustments, staffing measures of unknown accuracy, and findings that show no or very week
relationships between staffing and outcomes. We find no way to conclude on the basis of these
reviewed sudies that thereis a strong and consstently positive association between staffing and quality
of care outcomes.

However, it should aso be acknowledged that none of the studies has found a significant negetive
relationship between staffing and quality. Assuch, this pattern suggests that better designed studies
might produce the strong evidence claimed by the Hartford statement, but not found in our scrutiny of
their evidence. Thisis not to suggest that the reviewed research was not professionaly conducted.
Many of the studies were limited by the data available to the investigators, as discussed above. Also,
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many of the studies were not primarily designed to investigate the impact of staffing on outcomes; often
this was a secondary objective or aby-product of another analysis, (e.g., to evaluate the impact of
Ombudsmen programs, reimbursement, or whether for-profit and not-for-profit homes behave
differently). Hence, thereisaneed for a comprehensive study specificaly designed to address the
problems identified in the above studies and provide a more definitive assessment of the relationship
between gtaffing and qudity problems. It isjust such a study that has been conducted for this Report
and is presented in the following chapters.

6.2.6.2 Saffing Thresholds

Even if the above evidence on the association between staffing and qudity had been stronger and more
consigtent, none of the reviewed studies were even designed to identify a critical ratio of nurses
to residents below which nursing home residents are at substantially increased risk of quality
problems.? Relevant evidence with respect to specific ratios can only be generated from research
designed to answer that question, aswill be found in the analyses presented in subsequent chapters. As
noted in Chapter 1, this question of specific ratios depends on an analyss of gaffing thresholdsand it is
ingructive to hypothesize about the possible relationships. These hypothetica relationships between

nurse saffing and qudity

Figure 6.1: Hypothetical Relationships Between roblems can be found in
High Staffing and Quality P

/ Lines 1 through 5 below.
///- It should be noted that
4 ya these relaionships, as
I~ ———,57- dg)idedbthEfivelinesin
Quality - Vs 1 Figure 6:1, are_crud(_aly
A P / drawn with graight lines
A -/ ~ /. for emphasis, the
2 L relationships reveded in
i / }// actua datawould be less
2/ . pronounced.
Low ;//
Ve
Low Staffing High
2 It istrue that the Spector and Takada (1991) did conduct an analysis that differentiated between the impact

of high, moderate and low staffing (see Table 4). However, we did not see any reporting of the cut points
between these levels; hence, no specific thresholds were identified.
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Line# 1 in the Fgure illugtrates the hypothetical relationship of no relationship between staffing and
quality problems. Although the link between low gaffing levels and quality problems may seem
intuitively obvious, there is no necessary connection. Of course, we know that if al the nursing staff
were removed, residents would not miraculoudy return to good health and functioning. Clearly, at
some raio of nurse staffing substantially increased levels of qudity problemswould occur. But thereis
no apriori reason, gpart from empirica evidence, to assume that any or a substantid portion of nursing
homes actually s&ff a these critically low levels. This hypothetica possibility isillustrated in Line# 1.
For the entire range of staffing actualy found in nurang homes as represented by the solid horizontd
line, there is no relationship. Hence, under these circumstances, a study would report no association.
Actua data might report afew homes that would lie in the broken line range, but they would be too few
in number to impact the correlation. But if nursng homes were to staff below avery low threshold
(between zero and very low), then quality would rapidly deteriorate as depicted by the broken line.
Further, thisis more than atheoretica posshbility. Aswe have seen in Chapter 3, nursing homes may
reduce their saffing levelsin response to financia difficulties or labor shortages.

Line# 2 illugtrates a hypothetica relationship expected by many observers. We seeastrong positive
relationship between staffing and quality of care over the entire range of staffing.

Under these circumstance, a requirement of aminimum staffing retio established at any level would
result in an improvement in qudity. A fixed increase in the minimum would result in afixed
improvement in quality.

Line # 3 illudrates another hypothetical positive relationship between staffing and quality of care. Here
we see for gaffing at dl but the highest levels, no rdationship between gtaffing and quaity of care,
athough qudlity of careisbelow average. However, when gtaffing levelsare & avery highlevd, a
threshold is reached and qudity of care sharply improves. Hence, minimum gtaffing requirements
edtablished anywhere below this high threshold would not result in any improvement in qudity of care.

Line # 4 illustrates another hypothetica pogtive relationship between staffing and quaity. Here we see
for gaffing at al but the lowest levels, no rdaionship between gaffing and qudity of care, dthough
qudlity of careis above average. However, when staffing levelsreach alow levd, qudity of care
sharply deteriorates. Hence, minimum staffing requirements established anywhere above this low
threshold would not improve qudity of facilities that normally staff above this low threshold.

Line# 5 illudtrates till another hypothetica postive relationship between saffing and qudity. Here we
see two inflection points or thresholds. At moderate to high saffing levels there is no relationship
between staffing and quality of care, athough quality of care is above average. However, as Saffing
declines from moderate to low levels, qudity of care deteriorate. And as saffing further declines from
low to very low, qudity of care deteriorates even more sharply. Under these circumstances, a minimum
gaffing requirement established anywhere below moderate levels would not improve qudity of care for
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fedilities that Saff above average levds. A minimum staffing requirement established at the first
inflection point of very low gaffing would result in quaity improvement for the rdatively few nursing
homes thet gaff below thisthreshold. Smilarly, aminimum staffing requirement established a the
second inflection point of low (as opposed to very low) staffing would result in additiond but somewhat
less quality of care improvements.

These hypotheticd rdationships illustrate something extremely important. Actua data arrayed as
illugrated in Lines 2 through 5 would all produce a positive association between staffing levels and
quality of care. Yet, they all reveal different inflection points or threshold relationships, and they
would lend support to very different minimum staffing recommendations. Aswe have seen, none
of the reviewed research indicated thresholds, nor were they even designed to determine the potential
exigence of these thresholds. To support specific ratio requirements, research needs to be designed
with the objective of identifying potential thresholds or inflection pointsin the relationships between
gaffing and qudity of care problems. Aswill be discussed below, it is dso important that possible
recommendations for saffing ratios be based on an andysis of the relationship between staffing and
qudity that adjusts for case mix. The analyses presented in Chapter 9 through 12 are designed with
that objective. Of course, in consdering different potentia thresholds for establishing a higher minimum
gaffing requirement, it would be necessary to baance the benefits of further improvementsin quaity of
care with the costs of these improvements.

6.3  Hartford Ingtitutefor Geriatric Nursing--Nursing Home Staffing Conference
6.3.1 Background

Aninvitational, one day conference was convened by the John A. Hartford Ingtitute for Geriatric
Nursing, Divison of Nursing, New Y ork University on April 14, 1998, to develop aresearch agenda
and drategies for gudying staffing and qudity of carein nurang facilities. Funding for the conference
(entitled, “ Staffing, Case Mix, and Quality in Nursng Homes’) was provided by the Agency for Hedth
Care Policy Research (now known as the Agency for Hedlthcare Research and Quality).
Approximately 30 nationa experts attended--leading nurse researchers, educators and adminigtratorsin
long term care, consumer advocates, health economists, and health services researchers with expertise
in nursng home gaffing and rembursement issues.

A magor purpose of the conference was to identify priority areas for research regarding the relationship
between gaffing and quality taking into consderation resident case mix. Conference objectives
included smal group discussion to address education and training of professond gaff; saffing in long
term care facilities, and staffing in sub-acute and specia care units. Discussion addressed consideration
of thelevd of nurse gaffing in U.S. nurang homes and minimum nurse gaffing level in nurang homes by
different types of staff (i.e., RNs, LVN/LPNs, and NAS). Discussion was launched incorporating
published literature, information provided by three conference speskers, clinica experience, existing
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daffing standards benchmarks, Federa data, and ongoing nursing home staffing reseerch. The
conference concluded with expert input regarding impacts on and congtraints to nurse staffing.
Products generated as aresult of the conference included: a statement of research priorities, an
agreement among some conference attendees about minimum staffing levels, and two journd articles,

6.3.2 Conference Proceedings

The expert pane reviewed examples of some of the published literature and ongoing nursing home
daffing research including: 1) previous studies on staffing and quaity of care; 2) current nurse daffing
levelsfor al nursng homein the U.S. from the Federa On-Line Survey Certification and Reporting
System (OSCAR); 3) the Hedlth Care Financing Adminigtration’s (HCFA) 1995 and 1997 nursing
home gtaff time measurement studies (from the perspective of adjusting staff time for resdent acuity);
and 4) the October 1995 Nationa Citizen=s Coadlition for Nursng Home Reform (NCCNHR) position
paper, “Consumers Minimum Standards for Nurse Staffing in Nursing Homes’ (which wasiin the
process of being updated). The 1996 Ingtitute of Medicine report entitled, Nurse Saffing Hospitals
and Nursing Homes: Is It Adequate?, was aso discussed indirectly asit related to research and also
was reflected in NCCNHR' s activities to update their position paper.

As background, three presentations were made at the start of the conference. The first presentation
addressed qudity in nursing homes reative to current knowledge regarding nursing home processes and
outcomes. The second was an update on the current state of science in nursing homes, presenting
organizationd and dlinical models of saffing and their relaionship to qudity. The third presentation
pertained to case mix in nursing homes and the extent to which the resdent case mix measures can be
incorporated into the process of ng staffing needs.

Three work groups were convened to identify research priorities. The work groups were organized
around a key staffing concept area. Pandl expertsin each work group were asked to explore the
concept area using the research and policy questions posed by the Hartford Ingtitute to guide their
discussons.

6.3.2.1 Work Group One: Education and Training of Professional Staff

Work Group One was given the task of evauating education and training of nursng home professiona
gaff. Thework group formulated key research questions and from those questions developed key
research priorities. Key questionsincluded: What criteria should be used to judge staffing quality?
What educationd preparation, training, and credentials are necessary for professond staff in nuraing
homes? What experiences are relevant? How can we assure that this preparation is achieved? What
should the regulatory standards be?

Key research priorities and discussion that evolved from these questions were:
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Staff quality is often judged on education and expertise. Furthermore, the qudity of staff could
be judged in terms of value the staff represents to different stakeholders (e.g., customers,
nursing professon);

Specificaly in terms of education, thereisalack of clear documentation on basic nursing
education and there is a need for training in gerontology, supervision, and leadership;

There was consensus among the group that staffing gold sandards do exist if one pursues two
certifications Smultaneoudy: one, American Nurses Association'’ s certification in gerontological
nursng and two, facility certification of their own nursang home medicd directors. The work
group members aso explored the idea of a comparable certification process for the Director of
Nurses (DON) in the gerontology area.

6.3.2.2 Work Group Two: Saffing in Long Term Care Facilities

Work Group Two was given the task of evauating saffing in long term care facilities. The work group
formulated key research questions and from those questions developed key research priorities. The
key questionsincluded: How should the staffing mix differ for long term care, sub-acute, and specid
care units? How should these staffing levels vary to meet different resident (case mix) needs? What
types of saffing models are successful and what types are inadequate? Are there norms dready in
practice for different gpproaches? Wheat criteria, including process and outcomes, should be used to
judge gaffing? What minimum gaffing standards should be set by HCFA?

Key research priorities and discussion generated by the second group’s discussion included:

C

Thereis aneed to differentiate between ‘recommended’ versus ‘ided’ facility staffing--the
group recommended a 24 hour/day RN services,

Reflections regarding day shift adult nurse practitioner (ANP)/geriatric nurse practitioner (GNP)
gaffing levelsthat adjut for intendity and case mix;

Consensus regarding a 1:2-3 feeding ratio;
Consensus that current federd minimal standards are too low;

Issues regarding low wages for NAs being indirectly associated with the NAs ability to
successfully do the job;

Thereisaneed for understanding case mix and resdent case mix flow asit relates to staffing
issues and the need to understand the meaning of >basic= nursng service;
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C Issues related to replacing staff when people cal in sick recognizing that alarge number of
nursing homes do not replace staff who cal in sck;

C Congderations regarding the sze of the inditution vis-avisinflexible nurse saffing standards
that do not account for number of resdents. Theintengty of care varies on any given day and
varies with the number of resdents. Thus, the roles and respongbilities change correspondingly

on any given day.
6.3.2.3 Work Group Three: Saffing in Rehabilitation and Sub-Acute Units
Work Group Three was given the task of evauating the staffing in Rehabilitation an Sub-Acute Units.
The key questions the group developed were similar to those posed by the second work group
(Staffing In Long Term Care Facilities).

Key research priorities and discussion evolving from the third group’ s discusson included:

C The demand for gtaffing is not linear across aresdent=s say (e.g., aresident’s need for saffing
intengity changes during their length of stay--generdly it is highest in the beginning and at the end

of the nursng home say);

C RN staffing needs to be both front and back loaded in terms of aresdent’s stay and RN staff is
required 24 hour a day;

C The RN is necessary to assure access to other levels of care;

C Aide gaffing isreatively high at the beginning of an admission, but as aresident progresses,
may be reduced. LPN timeisvariable;

C Subacute gaffing requires higher RN time than rehabilitation gaffing, with higher aide  time
and amilar levels of care from other seff;

C LPN care islessimportant because resident needs access to either an MD or someone who
can assess and/or start therapy;

C Issues of case management were aso discussed. Case management is part of the RN’srole
and is part of the reason gtaffing is front and back |oaded.

Research priority saffing issuesthat al work groups addressed included identifying the main gaps for
answering the questions -- what mix of nuraing staff is associated with the highest qudity of care? Also
discussed were aspects of saffing that make a difference, staffing priorities, and identifying a nursang
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home chain or network that would be willing to allow onste data collection and research amed at
improving quaity of care.

The work groups re-convened to present their findings to conference attendees and reach consensus on
the research priorities formulated during smal group discussions. The concept areas and research
priorities were refined and further delinested through efforts by the hosting Hartford Indtitute staff. A
dtatement of research priorities, a draft Satement regarding nurse staffing recommendetions, and two
articles were produced based on the expert pand’ sinput.

6.3.3 Conference Findings

After reviewing the data on staffing from a number of sources and discussing critica saffing issues
among work group members, the experts at the conference made two (among other) research priority
recommendations about nurse saffing. Firgt, the Hartford statement concluded that the current average
nurse saffing levelsin nursing homesin the U.S. gppear inadequate. Further research identifying
vaiation in resdent acuity, nursng home type, and saffing shift is necessary to accuratdly specify
gaffing levels. Second, some experts concluded that current federal minimum staffing regulations for
nurses appear low, and recommendations regarding specific minimum nurse gaffing sandards were
addressed by the expert members.

To thisend, in August 1998, the Hartford Ingtitute of Geriatric Nursing forwarded a staffing
recommendation to conference participants asking for feedback. During this same time, Charlene
Harrington, Ph.D., RN (UCSF) addressed the Ingtitute of Medicine Committee on the Quality of Long
Term Care regarding the need for staffing standards, and indicated that the conference experts were
preparing a recommendation to raise minimum daffing Sandards. The firg draft of the minimum gaffing
standards, devel oped by staff, was revised based on feedback from some conference participants
(athough dl participants were given the opportunity to suggest changes, not dl participants responded).
The revised gaffing standards were disseminated among al conference participants, seeking
endorsement by October 1998. Comments on the revised standards were aso encouraged. Thefinal
gaffing sandards, along with the list of endorsers, was submitted to Peter Kohler, the [IOM Committee
chair on Long-Term Care Quality in November 1998; by Mathy Mezey, Director of the Hartford
Indtitute for Geriatric Nursing & NY U; and Chrigtine Kovner, dso of NYU. A smilar submisson was
planned for the Senate Committee on Aging and the Health Care Financing Adminigiration, who were
both considering whether recommendations should be made to improve nursing home staffing
standards.

A draft paper was developed by key conference leaders based on the conference discussons. Two
articles were dso produced based on conference proceedings. Thisfirgt of two articles focused on the
secondary theme of the conference--nursng home staffing recommendations. While the Agency for
Hedth Care Policy and Research (AHCPR) provided funding for the conference, it is duly noted that
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AHCPR did not officidly endorse a position regarding nursing home staffing recommendeations. The
second article, produced at alater date, more appropriately conveyed AHCPR' s focus for the
conference--identification of nursing home staffing research priorities.

Thefirg paper, “Experts Recommend Minimum Nurse Staffing Standards for Nursing Facilitiesin the
U.S.,” was accepted for publication by the Gerontologist (February 2000, Vol. 40 (1)). Thelist of
authors include Charlene Harrington, Ph.D., RN, University of Cdiforniaa San Francisco; Christine
Kovner, Ph.D., New York Universty; Mathy Mezey, Ph.D., Hartford Ingtitute for Geriatric Nursing;
Jeanie Kayser-Jones, Ph.D., UCSF; Sarah Burger, RN, National Citizens= Codition for Nursing
Home Reform; Martha Mohler, RN, Nationa Committee to Preserve Socid Security and Medicare;
Robert Burke, Ph.D., Muse and Associates; and David Zimmerman, Ph.D., University of Wisconsn-
Madison. Following is the Executive Summary from that paper:

To address the issue of staffing and quality of care in nursing facilities, experts were
convened from across the country. Using nursing home staffing data from Health Care
Financing Administration and recent staff time studies, the experts concluded
overwhelmingly that the average staffing levelsin nursing homes are too low to provide
high quality of care. The experts recommended minimum staffing standards for nursing
administration, 24-hour RN supervision, additional education and training, direct care
giver ratios (1 nurseto 5 residents on days, 1: 10 on evenings, and 1: 15 on nights and
additional staff at mealtime), and licensed nurse ratios (1: 15 on days, 1:20 on evenings,
and 1:30 on nights). Thetotal recommended time is 273 minutes (4.55 hours) per
resident day compared with 210 minutes (3.51 hours on the OSCAR data and 250
minutes (4.17 hours) for the HCFA time studies with adjustments upward to take into
account resident case mix. The minimum standards are recommended to state
legidators, Congress, and HCFA for new legidation.

Seventeen out of the 30 conference participants endorsed the find staffing recommendations generated
as aresult of the conference proceedings. Three types of conference groups did not endorse the nurse
gaffing recommendations. The first group (seven people) was comprised of government officids,
government contractors, or individuals on commissions who fdt unable to take a position due to
potentia conflict of interest. The second group (three people) either did not respond or did not fed
they had the expertise to make ajudgement. Thelast group (three people) did not support the
proposa. Of these three people, two nursing home administrators were concerned about the
government’ s ability to fund the staffing level aswdll as the available labor pool to implement the saffing
recommendation and one economist was concerned about the cost effectiveness of increasing the
gaffing leve in nurang homes

The second article, identifying research priorities, was aso produced based on conference proceedings.
The article, “Research Priorities for Staffing, Case Mix and Qudity of Carein U.S. Nursng Homes,”

Appropriateness of Minimum Nurse Staffing Ratiosin Nursing Homes
Report to Congress 6-15



was accepted for publication in IMAGE: The Journal of Nursing Scholarship (forthcoming 2000).
Article authors were Chrigtine Kovner, Mathy Mezey, and Charlene Harrington.
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6.4 Hartford Statement: Guide for Research
6.4.1 Limitations

As might have been inferred from the above discussion, it would be difficult to reconcile our review of
selected research on the relationship between nurse staffing and resident outcomes with the Hartford
gatement’ s findings and recommendations as published in The Gerontologist. The same studies we
reviewed here are cited in the Gerontologigt article as congstently showing “the positive relaionship
between higher nurse saffing levels, especidly RN gt&ff, and the outcome of nurang home care” But
our examination of the cited studies cdlls into question how “positive’ and how “consggtent” the findings
were, and other study design elements which limit what can be concluded from these studies. Perhaps
more importantly, as noted above, even if the above evidence on the association between gtaffing and
qudity of care had been stronger and more consistent, none of the reviewed studies were even
designed to identify acritica ratio of nursesto resdents below which nursing home residents are a
subgtantialy increased risk of quality of care problems. A podtive asociation is consstent with many
different critical thresholds (in the case of a postive linear rdaionship) for establishing minimum ratio
requirements.

In spite of our review of the Hartford proceedings, it is not clear to us how they arrived at their
recommendations. Normally expert panels are established to follow highly structured protocolsin
reviewing published research for the purpose of making recommendations. Thisis the normal
procedure followed by AHCPR in developing their practice guiddines. It isaso the procedure
described by Jack Schnellein Chapter 14 with respect to a RAND, Inc. project to develop qudity
indicators. Aswe have seen, our review of the research differs from the assessment reported in the
Gerontologist. Alternatively, an expert pand is sometimes convened to render a consensus judgement,
sometimes employed a Delphi technique, on a critical problem because of an absence of published
research on the topic. Expert pandists render ajudgement based on their generd knowledge and
experience. Again, we are unclear asto what procedure was followed in arriving at the consensus
gatement. It isaso important to note, that only a bare mgority endorsed the recommendeations. The
majority statement also said that a mgjority of those who did not endorse the statement were not

explicitly opposed.
6.4.2 Guidefor Research

Although we are unclear as to how the Hartford participants arrived a their recommendations, the
gtatement identified a number of other aspects of staffing that would eventualy have to be addressin
any congderation of aminimum staffing ratio. These include recommendations with repect to
education and training, use of nurse practitioners, alocation of staff between shifts, and alocation of
daff between adminigirative and direct care activities. In addition to the studies reviewed above on the
relationship between staffing and resident outcomes, the Hartford statement cited other relevant
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research (See Chapter 5 results of focus group interviews with NAs for supporting evidence.):

Inadequate food intake isamgor determinant of mortdity in the frail ederly in nurang homes
(Blaum et d., Frisoni et d., 1995). Other studies have reported that inadequate saffing and
inadequatedly trained staff are major contributors to poor feeding of residents, inadequate
nutritiona intake, undiagnosed dysphagia, poor ord health, resident deterioration,
hospitalization, malnutrition, dehydration, and starvation (Amella 1999; Kayser-Jones, 1996,
1997; Kayser-Jones and Schell, 1997.)

Other studies (Bowers and Becker, 1992; Foner, 1994) reported that NAs (Nursing
Assgants) cut corners to manage workloads and lack time to provide high qudity,
individudized care given the requirements for indtitutiona efficiency and the high work volume,

In aprior Report to Congress (HCFA, 1998), we advanced a similar but more nuanced position. The
argument essentidly links manutrition of nursing home residents to inadequiate saffing:

In recent testimony before the U.S. Senate Specid Committee on Aging, evidence from various
studies was cited that “ between one-quarter and one-third of al nursing home residents have a
low Body Mass Index, while between 10% and 14% experience significant weight loss.”?
Similar findings were found for these nutritiond markers in the University of Colorado study
described above* While investigators were cautious in interpreting these nutritional markers as
necessarily avoidable or treatable, especidly for resdents suffering from long-standing and
profound chronic illnesses, clearly too much of this manutrition is®. . . caused or exacerbated
by poor care practices. . .” such asfacility failure to provide nutritiona supplementation in
underweight residents or adequate assstance with eating. Although evidence was presented in
the Senate testimony that these nutritiona problems had not improved under the new survey,
deficiencies for Menus and Nutritiona Adequecy (F363) have declined from 15% of facilities
being given deficiency citationsin 1991 to just over 5% in the last 6 months of 1995°to under
5% for 1996.° Whileit istrue that deficiency citations have declined in other areas aswell, the
decline of deficienciesin this specific area of nutrition does not appear judtified by any declinein

Statement by Catherine Hawes, Ph.D., Director of Program on Aging and Long Term Care, Research
Triangle Institute, for U.S. Senate Special Committee on Aging, October 22, 1997.

“Recent Data Relating to Nutritional Status,” private communication from Andrew Kramer, M.D., to Marvin
Feuerberg, Ph.D., November 6, 1997.

Harrington, C. et. a., Nursing Facilities, Staffing, Residents, and Facility Deficiencies, 1991 Through
1995, Table 52, Department of Social and Behavioral Sciences, University of California, San Francisco,
January 1997.

Cowles, C.M. Nursing Home Statistical Yearbook, 1996, Table V-3, Cowles Research Group.
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what many regard as a serious problem.  Although the new HCFA initiatives outlined above are
intended to address this problem, it istoo early to judge their effectiveness.

6.4.2.1 Saffing and Malnutrition of Nursing Home Residents

The above studies utilize MDS and other medical record data to generate outcome indicators of poor
nutritiond hedth, such asalow Body Mass Index or sgnificant weight loss. Although the investigators
acknowledge that these outcomes for some residents may be unavoidable, they argue that too much of
this manutrition is “caused or exacerbated by poor care practices’ such asfacility fallure to provide
nutritiona supplementation in underweight resdents or adequate assistance with egting. Unfortunately,
these outcome studies provide no direct evidence on the extent and nature of these poor care practices.
Some direct evidence can be found in a series of recent research articles presenting the findings from a
four-year anthropologica study that investigeted the socid, cultural, and clinica factors that influence
eating in nursing homes.” The study employed participant observation and in-depth interviews with
physicians, nurang staff, and nurang home residents and thair families. Also, to study eating problems
more directly, very careful observations were made weekly and detailed field notes were recorded at
al three meds, seven days aweek for 100 residents who were not eating well. The study found many
factors, such as poor ord hedlth, undiagnosed swallowing disorders, lack of ethnic foods, and lack of
sengtivity to individua needs, as contributing to egting problems. However, “inadequate staffing
emerged as the mgjor factor that influenced nutritiona care” Some examplesinclude:

“...because the food carts had to be returned to the kitchen at a specific time, the staff had only
45 minutes to an hour to feed resdents. Fedling pressured to finish within the hour, the staff
became impatient with those who ate dowly; they spoke to them authoritatively: * Open your
mouth!” ‘Don’t talk, eat!” ‘Laura, keep quiet. Quiet, Laura, you're egting!’...When residents
ate too dowly, the staff often mixed the solid food... with the liquids... and residents were
forced to ‘drink’ their meal. All of thefood - - the entree, the vegetables, and the dessert - -
were added to the milk, resulting in an unidentifiable, unpalatable mixture...Sometimes residents
were forced to eat rapidly againgt their wishes: huge spoonfuls of food were placed in their
mouths. Some residents choked and coughed as they were fed large amounts of food too
quickly....”®

Interview data from physicians, families, resdents, and the nursing saff themsalves dl pointed to the

In addition to the Kayser-Jones article referenced above, see Kayser-Jones, J., “Inadequate Staffing at
Mealtime - Implication for Nursing and Health Policy,” Journal of Gerontological Nursing, 1977, 23(8): 14-
21. Also see Kayser-Jones, J., Schell, E., Porter, C., Paul, S., “Reliability of Percentage Figures Used to
Record the Dietary Intake of Nursing Home Residents,” Nursing Home Medicine, 1977, 5(3): 69-76.

Kayser-Jones, J., Schell, E., “The Effect of Staffing on the Quality of Careat Mealtime,”  Nursing Outline.
1997, 45, p. 68.
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inadequate number of saff to assst resdents a medtime. For example, a certified nursing assstant
(CNA) noted, “ Sometimes some CNAs have five or six feeders [residents who have to be fed] and no
help so | try to go down the hdl and give people a bite or two. Mogt of the time if they have alot of
feeders, the patients just don’t eat. There's no one to feed them so the trays go back, and the people
get no food.” The OSCAR dataindicate that a considerable number of nursing home residents need
assistance with egting. For example, nearly one haf (47%) need some assistance. Over one fifth (21%)
aretotaly dependent in eating.® Given this need for eating assstance, it is criticaly important thet the
ratio of CNAS, the gaff who provide most of the medtime care, to resdentsis sufficient. In this study,
these ratios were not sufficient. On the day shift in Fecility A, theratio of CNAS to residents was about
1:9to0 1:.10. On the evening shift, it was 1:13.5to 1:15.5. At Facility B, the saff to resdent ratio was
dightly higher: 1:7.7 on the day shift and 1:11.5 during the evening.” *° Although Kayser-Jones
acknowledges that nursaing homes could partidly address the eating problems by more “credtive
planning,” her research emphasizes that “ higher saff-to-resdent ratios at medltime are imperative.”
Additionaly, she maintains that it is aso important for CNASs to be supervised by professiona nurses
and taught how to feed residents with complex eating problems.

6.4.2.2 Summary: Malnutrition and |nadequate Staffing

Essentidly, this four-year anthropologica study has found that esting problems of nurang homes
resdents are primarily due to inadequate saff. However, as we noted in the prior report, itis
important to not overgenerdize these findings based on intengive obsarvation for only two facilities.
What would not be disputed is that there are a number of nutritiona outcome measures, based on data
by different investigators, indicating nutritional problems. Second, there are independent data sources
indicating a rdatively high percentage of residents needing assstance with eating and areatively low
CNA to resdent retio to meet this need. However, we have not identified any research analyzing the
relationship between measures of nurse gaffing to nutritiond problems for a sufficiently large sample of
nursing homes. This required analyss would have to address dl the issuesidentified above in the
Hartford cited research, including the need for appropriate risk adjustment. Although Kayser-Jones
qudlitative observations are dramatic and compelling, without a quantitative study conducted over more
homes, her position that staffing numbers (as well as other aspect of saffing) are an important cause of
malnutrition must be regarded as a compelling hypothesis.

6.5  Quality of Carevs. Quality of Life Outcomes

Researchers and HCFA regulations often distinguish between what are referred to as quality of care
practices and outcomes (e.g., bathing, toileting, feeding, pressure ulcers, urinary tract infections, etc.)

Cowles, op cit, Table 11-6.

10 Kayser-Jones, “Inadequate. . .,” op cit., p17.
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from the care processes and nursing home environment which enhances resdents' dignity; individudity;
autonomy/choice; sense of privacy; enjoyment; meaningful activity; relationships, sense of
Security/order; comfort; spiritual well-being, and functional competence. (See discussion below). With
afew debatable exceptions, the outcome studies reviewed in this chapter would fal under the rubric of
qudity of care. Also, the outcomes anayses conducted for this study and presented in subsequent
chapters would be viewed as qudity of care outcomes. There are two important quaificationsto this
characterization, however. One of the outcome measures examined in Chapter 10 refersto changein
ressting assstance with ADLs as away to measure the persond relationship between resdents and
qeff:

Change in ressting assstance with ADLs is away to measure the persond relationship between
resdents and staff. According to Bowers and Kayser-Jones (1996 and 1999), patients and
nursing staff regard the relationship that devel ops between a vulnerable adult and her caregiver
to be of paramount importance in determining the quality of aresident’slife. Residents describe
the importance of gentleness, persona engagement, not being rushed and fedling respected.
Aides report that they vaue having time to promote physical comfort, not make residents wait
or rush, and share tregts or personal stories. We reasoned that over time resdents who initidly
resst assstance with ADLs out of fear or confusion should gradualy become more accepting of
careif well-trained and supervised staff are available to permit development of persond rapport
(see Chapter 10).

The other qudlification to characterizing our outcome measures and andyses as solely qudlity of lifeis
conceptual. Chapter 14 presents an andysis by Jack Schnelle (UCLA) of the time it takes nurse aides
to perform a number of “best practices’ which would normally be regarded as quality of care activities.
need for physical activity, incontinence care, and feeding and dressing assistance. Y et Schnelle argues
“that a digtinction between qudity of care and qudlity of life isboth arbitrary and mideading”:

All care processes that met our inclusion criteria (for the study) involve significantly increased
persond contact between resdents and NH staff. Our literature review documented the extent
to which this persona contact exceeds contact under “usud care’ conditions for the protocols
pertaining to feeding assstance, ADL dressing enhancement, and incontinence management. If
one believes that increased socid interaction and persona contact between residents and NH
daff can improve resdents perceptions of life quaity and/or their agitation and mood, then
measures of these outcomes should aso improve following implementation of the five care
protocols that met our inclusion criteria

Of course thereis no necessary contradiction between acknowledging quality of life components
inherent in the performance of qudity of care processes and yet maintaining thet there are other aspects
of quality of life that are not captured at dl in qudity of care measures. Although an analyss of the
impact of nurse staffing on these other aspects are beyond the scope of this study, the next section, by
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Rosdlie Kane, will review research on the relationship between nursang saff retios and quality of life for
nursing home residents. In addition, a description of an on-going study and some preliminary
observations will be presented.

6.6  Nursing Department Staff Ratios and Quality of Life
6.6.1 Background

In May 1998, HCFA awarded a contract to the University of Minnesota for a project entitled
Measures, Indicators, and Improvement of Quality of Life (QOL) in Nursing Homes. The scope of
that project includes: specifying domains of qudlity of life, developing and testing measures of quaity of
lifea theindividua level, and developing and testing indicators (that is, characteridtics of the facility
programs, staff deployment, physica environments, and policies) that are associated with qudity of life.

The QOL domains under development in thiswork are: dignity, individudity, autonomy/choice, sense of
privacy, enjoyment, meaningful activity, relaionships, sense of security/order, comfort, spiritud well-
being, and functional competence. Each qudlity of life domain is being measured as aresident outcome,
but the study dso entails identifying and testing potentia indicators that might be associated with one or
more QOL domainsfor al or asubset of resdents. Table 1 provides definitions of each QOL domain.
Note that each domain can be examined in terms of negative outcomes that suggest that QOL is poor
on that domain and positive outcomes, for example, boredom is a negative pole of meaningful

activity, but meaningful activity can dso be expressed in postive terms, such as being stimulated,
interested, and engaged with daily life.
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Table 6.1 Definitions of QOL Domains

Domain Outcome definition Implication for indicators

Autonomy Residents make choicesrelated to their Facility policies, programs, staff practices
care and their lives and, within limits of and physical environments encourage and
their conditions, direct their own lives. do not discourage resident choice and self-

direction.

Individuality Residents feel that they are known and Facility policies and staff practices
understood asindividuals, maintain a encourage individuality. Residents are not
sense of self, and continuity in their depersonalized.
lives.

Sense of privacy Residents have solitude when desired, Facility policies, staff practices, and physical
interact with othersin privacy when environments support ability of residentsto
desired, and preserve confidentiality experience privacy.
regarding personal information.

Dignity Residents feel that their dignity isintact Facility policies, programs, staff practices,
and do not experience what they and physical environments promote dignity.
consider indignities.

Enjoyment Residents experience enjoyment in their Facility policies, programs, staff practices,

daily lives.

and physical environments promote resident
enjoyment.

Meaningful activity

Residents have interesting things to see
and do. They are not bored. Meaningful
activity as the high end of functioning
includes making a contribution to the
well-being of others.

Facility policies, programs, staff practices,
and physical environments promote
meaningful activity.

security/order

Relationships Residents are engaged with othersin Facility policies, programs, staff practices,
relationships, including with family and and physical environments promote viable
friends, other residents, and staff. relationships for residents.

Sense of Residents feel that they are safeand that | Facility policies, programs, staff practices,

the rules and normsin the facility are
understandable and predictable.
Residents are not afraid.

and physical environments promote a sense
of security and order.

Comfort

Residents are free from pain and other
physical discomforts and their
discomforts are noticed and addressed.

Facility policies, programs, staff practices,
and physical environments promote
physical comfort.

Spiritual well-being

Residents perceive that their lives are
worthwhile and meaningful and, when
applicable, they take strength and
comfort from their religion.

Facility policies, programs, staff practices,
and physical environments promote spiritual
well-being.
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Functional Within the limitations of their disability, Facility policies, programs, staff practices,
competence. residents are as independent and care for | and physical environments promote resident
themselves as much as they wish. independence and self- care.

The Wave 1 test of the Quality of Life measures began in January 2000. The planisto collect dataon
quality of life outcomes for 2000 residents (50 residentsin each of 40 facilities located in five States).
Asof April 1, 2000, data collection was complete on 1200 residents located in eight Minnesota
facilities, eight Horidafacilities, and eight Cdiforniafacilities. All Wave 1 data collection on the QOL
of 2000 residents should be complete by mid-June 2000. Four potential sources of data are being
used to measure resident quality of life: aresdent interview, structured observations of the resident, a
family questionnaire, and an interview with aline staff member about each resdent.

To condruct indicators, the investigators are collecting structure and process information from each
facility on candidate indicators that may be associated with one or more qudity of life outcomes for
resdents. After the Wave 1 analyses, those items that show a correlation with facility overal qudity of
life scores, or with quality of life scores for a subset of resdents (e.g. residents with dementia,
cognitively intact residents, long-stay residents, short-stay residents) will be used to help select anew
group of fadilities in which to administer streamlines qudity of life measuresin Wave 2 of data
collection.

Numerous items regarding nursang department staff and other staff are being collected as candidate
indicators that may be associated with QOL. Unfortunately, the investigators are not in a position to
provide even preliminary results on how staff ratios affect qudity of life a the time this Report was
completed. Rather, this discusson is divided into the following sections: 1) adiscussion of the literature
on how nursing gtaff retios affect quaity of life; 2) adiscussion of other aspects of staffing besides
nursing staff-to-resident ratios that might conceptualy be expected to affect quality of life; and 3)
description of how our study of QOL might add to understanding on these points.

6.6.2 Literature Review and Conceptual Discussion

In preparation for refining the research design, the investigators conducted an extengive review of
factors associated with the various domains of QOL under study. Unfortunatdly, thisreview yiddsllittle
hard evidence on how nurse staff ratios relate to QOL. In some ways thisisnot surprising. QOL isa
complex concept, which can be hypothesized to be related to many aspects of afacility’s programs,
policies, staff characterigtics, and physica environments as experienced by a particular resdent. To the
extent that Saff characteristics are important predictors of one or more of the postulated QOL domains,
sheer numbers of gaff in nursing are unlikely to be the determinants. Beyond numbersis the question of
what gaff actudly do, how well they do it, how their roles and tasks are defined, whether they are
present in sufficient numbers on weekends and evenings, whether their jobs are structured so that they
have the opportunity to know residents as people, and whether and how they are expected to respond

Appropriateness of Minimum Nurse Staffing Ratiosin Nursing Homes
Report to Congress 6-24



to resdent’ s requests and wishes. Also relevant are the types, roles, and behavior of other saff
present, Since nursing department members are not the only ones who can affect QOL outcomes. Of
course, members of nursing departments comprise the vast mgority of staff a most nursing homes, so
that absolute numbers of staff can readily be confounded with absolute numbers of nursing staff.
Certainly some absolute number of staff membersis necessary to creste the conditions for both QOL
and qudity of carein nursing homes. In their daborate research on the psychosocia qudity of nuraing
home work, Brannon, Streit and Smyer (1992) identified more than 3300 tasks performed by nursing
assgtants in four nursing homes, and classified these tasks by complexity and the extent to which each
task was oriented to the resident. They found that many tasks have little to do with direct care, and
even when the tasks were direct-care-oriented they rarely involved interacting with residents. Y et other
work in the literature, briefly reviewed below, suggest that the frequency and nature of staff interactions
with residents influence the way residents perceive the qudity of their lives.

Besdes nurang staff (RNs, LPNs, and CNAS), other rlevant staff include: dietary staff, housekeeping
daff, socid service gaff, activities staff, and thergpy staff. A large complement of volunteersin direct
contact with residents may also make a QOL difference, and perhaps a dedicated paid staff member to
recruit, train, and supervise volunteers might be a pathway to alarger, more effective volunteer
program. Any estimation of the necessary ratio of nuraing department staff to resdents must take into
account the total staff-to-resident ratio with an emphasis on those staff members who directly interact
with residents. Table 2 shows how sdlected aspects of saff numbers, qudifications, and deployment
might be expected to affect qudity of life; Table 2 is not meant to be comprehensive, but merdly
illugtrative. Adequate or above-average numbers of nursing staff may, of course, be related to al of the
QOL outcomes, especialy when nursng congtitutes most of the labor force. The “comfort domain”
may be particularly respongve to nurse presence, and if the nuraing staff emphasizes restorative nuraing
such as continence and mohility programs, “functiona competence’” may aso have adirect link the
numbers of nurang saff.
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Table 6.2 lllustrative Features of Staffing That Might Affect QOL Domains

Staff feature

Aut.

Priv

Dig

Ind

Enj

Act

Rel

Fun

com

SpWB

Nursing department
staff ratios (RN to
resident ratio, RN/LPN
to resident ratio, total
nursing staff-to resident
ratio)

TT

Evening and weekend
nurse ratios

TT

Permanent staffing
assignments

TT

Use of payroll staff
Versus pools

TT

Number, type and
deployment of therapy
personnel

TT

Nurse
practitioners/restorative
nursing

TT

Number, training,
deployment of activities
personnel

TT

TT

Paid pastoral counselor

Number, training, and
role of social work staff

Number and deployment
of volunteers, paid
volunteer coordinator

Model for care planning
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The literature abounds with statements about aspects of facilities that residents find important for the
quaity of ther lives. Such statements are varioudy derived from empirical studies using focus groups
(Abt Associates, 1996, Nationa Citizens Codlition for Nursing Home Reform, 1985, Uman, 1995),
questionnaires to residents or family members (Kaneet d., 1997; Kane, Bell, Reigler, 1986) , Q-sort
studies with staff (Sano et ., 1999), systematic observations of residents (Lawton, Van Haitasma, &
Klapper, 1996; Lidz, Fischer, & Arnold, 1991), anthropologica and ethnographic study (Gubrium,
1993; Savashitsky, 1991; Schmidt, 1990; Shield, 1991; Tedlis-Nayak and Tellis-Nayak, 1989;), and
psychologicaly oriented research degling with the search for identity and meaning among nursng home
resdents (Tobin, 1991). Ancther rich vein of ingght is derived from autobiographica or thinly
fictionalized accounts of life in nurang homes from those who have lives in them (Laird, 1985; Tulloch,
1975) or worked in them as nurse’ s aides (Bennett; 1980; Diamond, 1992: Foner, 1994; Henderson,
1995; Tisdale, 1987).

Thisbody of diverse work yields remarkably consstent findings about what cognitively intact resdents
deem important. With reference to staff, residents tend to accord high importance, al things being
equd, to continuity in the personnel who give them direct care. Thisfinding, in turn, has caused some
people to assume that high turnover of caregiving staff is associated with poorer QOL. In one of the
few empirical studies of thistopic, Paichner & Patcher (1993) found that permanent assgnment did
seem to improve quaity of care, but they did not examine QOL outcomes. Residents aso appreciate
gaff memberswho are kind, polite, gentle, responsive to their requests for help or information, and who
demondtrate that they care about the residents as people. Residents tend to vaue having control over
agpects of ther daily lives, which, in turn, means that they vaue staff who are flexible in their reponses
to resdents wishes. The much-publicized Eden Alternative (Thomas, 1994) is predicated, in part, on
the belief that if nurang assstants are empowered to make decisions, they will, in turn, be free to enable
resident choice. The work of the Nursing Home Pioneers, an dmost grass-roots movement of
individuas who are attempting to bring about culture change in nursing homes (Fagin, Williams, and
Burger, 1997; Lustbader, in press) is based on principles that emphasize the importance of making
nursing homes places where the human spirit can flourish and residents and staff both can experience a
sense of community. The pioneering efforts include the full gamut of environmentd, structural and
attitudinal change, ranging from total systems such as the Eden Alternative, to the cregtion of physical
settings that resemble households and neighborhoods rather than ingtitutions, and to effortsto create a
viable community of resdents and taff through community organizing techniques such asthose
pioneered at the Live Oak Regenerative Community in the CdiforniaBay Area (Barkan, 1995). Some
of these innovative efforts are profiled in case studies in a 1995 book (Gamroth, Semradek, &
Tornquist, 1995).

The indghts from the literature and the pioneer efforts underway are compelling. They seem to have
face validity. However, we could not locate studies that examine how any particular feature vaued by
resdents, say, reducing turnover of nuraing saff or permanent assgnment of nursing saff or reduction

Appropriateness of Minimum Nurse Staffing Ratiosin Nursing Homes
Report to Congress 6-27



of average amount of time for answering cal lights at various times of day are correlated with any or al
QOL domains, or for that matter, even how they are corrdated with quality of care. Smilarly, the
pioneering efforts have not as yet been rigoroudy evauated though investigators are studying the
process of culture change carefully and aso identifying issues that interfere with QOL in conventiona
nursing homes (Dannefer, Stein, & Gelein, 1998).

When resdents are substantialy cognitively impaired evauating their QOL is harder, et done
determining how nurse-to-resident ratios effect it. The creation of Alzheimer’s Specid Care Units
(SCU) was motivated by a dedire to create an environment and a complement of staff who could
provide care in away that was attentive to the QOL of people with dementia, while o offering a
better QOL to those who are cognitively intact by a more homogeneous mix in terms of cognition and
remova of some individuas with so-caled behaviord disturbances. The Nationd Inditute on Aging's
series of studies on SCUs did not generate strong consistent findings supporting SCUs, in part because
of the great differences among SCUs and different norms, patterns, and case mix on units not
designated formally as SCUs (Lawton, in press). On amore anecdota level, those SCUs that seem to
have made subgtantia changesin the nature of life in the nursing home have sometimes used persons
other than nurses to coordinate the units, thus reducing their nurse-to-resident ratio on the particular
unit.

In addition to their emphasis on various aspects of Saff behavior, cognitively intact nursng home
residents also cite other features that make their lives better or worse in nuraing homes, including the
quality of food and the ambiance & med time; having a private room or having acompatible or a least
not incompatible roommate (Lawton & Bader, 1970; Kane et d., 1997; 1999); getting outside during
pleasant wesether; being able to maintain contacts and communicate readily with reatives and friends
outsde thefacility (Kane et d., 1997); getting a good night’s deep; and, for some cognitively intact
residents, being spared frequent close contact with residents with dementia, particularly those whose
behavior and demeanor are frightening or disturbing (Teres, Holmes, & Monaco, 1993). Residents
with advanced cognitive disabilities are unable to report reliably and completely what affects the quaity
of their lives. On their behdf, observers comment on some things that seem to afford pleasure (for
example, music, other sensory stimulation) and those that bring misery (for example, forced baths, being
physicaly tied down). Regarding bathing, Joanne Rader, hersdlf one of the nurang home pioneers, has
been devel oping approaches whereby bathing can be a more individualized and pleasant experience for
resdents (Reder, et d., 1996; Hoeffer et d., 1997). Efforts to measure qudity of life for nursng home
residents with dementia have accelerated in the last few years; the available tools include scales
administered to residents, staff, and/or family (Brod et a., 1999a, 1999b; Logsdon, et d., 1999;
Lawton, et a., 1999; Rabins et.a, 1999).

Although the review has found no studies linking nurse saff levels or other aff festuresto QOL asthe
investigators have defined it, an important distinction is needed. Failureto find empirica evidence
linking relationships discussed in the literature to QOL outcomes, does not in itself disprove those
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relaionships. A mgor distinction must be made between studies that look for particular differences and
fail to find them, compared to studies that examine a congtruct of interest, say permanent nurse
assgnments, to determine whether expected outcomes associated with the construct. Asfar as we can
discern, invedtigators have smply not examined these many relationships between characteridtics of Saff
and qudlity of life outcomes, which is quite different from examining them and finding them insgnificant.
It isdso notorioudy difficult to sudy saff roles and behavior in action. Counting numbersis much
eader (though by no means straightforward). Because observation of staff behavior is so difficult,
investigators resort to inadequate proxies for the desired behaviors; for example, one can measure how
frequently staff development and orientation programs touch on dignity and how many staff-minutes are
spent learning about dignity, much more readily than making observations of behavior that sustains or
destroys the dignity of resdents. Similarly, it is much easer to audit care plans for mention of Srategies
to enhance individudity than to determine whether those Strategies are carried out. It iseaser to assign
positive points to a nursing home where socia workers, activities personnd, pastors, and/or dietary
personnel contribute directly to care plans than to determine whether such comprehensive,
multidisciplinary care-planning led to something different in the resdents' lives and, if so, to better QOL
outcomes.

6.6.3 Plansfor Developing QOL Indicators

In HCFA'’ s ongoing QOL study, the investigators are examining many festures of nursng homes that
may be associated with QOL outcomes. Those concerning staff go beyond nursing staff to consider
other staff members. In terms of nursing saff, we are, for example, examining: credentias, experience;
and tenure of the Director of Nursing; presence or absence of other key positionsin nursing, such as
restorative care nurse, staff development coordinator, and wound care specidist; model used to
complete the MDS (indluding the extent to which MDS completion is centralized in afew nurses or
shared across caregiving aff and the extent to which MDS completion draws licensed nursing staff
away from rather than toward direct care); modd of nurse supervision (a unit-centered model versusa
departmenta model); permanency or length of nurse and nurse' s aide assignment to residents;, ratios of
nursing s&ff to resdents in the evenings and on the weekends; ratio of regular payroll staff to staff from
agencies, poals, or regidtries as they are varioudy cdled; specific aide or assistance positionsto
transport or whed residents around the facility or to enhance mobility; and flexibility and variaion in the
timing and performance of various routines such as getting residents up, putting them to bed, helping
residents eat or feeding them, and bathing resdents.

Regarding other saff besides nursing, the investigators are examining activities programsin terms of: the
credentias of activities saff, the deployment of activities staff on weekends and evenings, the approach
to record-keeping and individualizing of resdents, and the nature and variety of programs devel oped.
They are examining socid work and therapy departments on smilar parameters; with the latter they are
interested in whether the program has an in-house versus a contracted therapy department, the ratio of
therapists to residents, and the extent to which residents whose stay is not financed by Medicare Part A
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receive evauations or treatments from PT, OT, or speech therapists. The protocol also notes whether
the facility has a paid pastora counsglor or director of a spiritudity program and how that individua
spends hisor her time,

Although the investigators will encounter difficulties in examining such alarge number of saff-related
variables aswell as other structurd and process varigbles in relation to QOL in a study with only 40
nursaing homes and about 120 nursing units, they expect to emerge with some data about key aspects of
the facility, including its Saff, that are associated with QOL outcomes.

Finaly, the investigators note that the study design entails detailed, structured observations of staff-
resdent interactions in the facility aswell as observations of the physical environments. Regarding the
former, data collectors are completing facility walk-throughs at selected time periods and making
dationary obsarvations in dining rooms, activity areas, and lobby areas. They are noting positive
interactions between staff and residents (e.g. a saff member pausing to answer a question, a aff
member assgting aresdent in digtress, a staff member engaged in a conversation with aresdent on a
matter other than care) and negative interactions (e.qg., staff moving residents in wheel chairs without
discusson with them, staff discussing persona hedlth matters relating to resdents when others are
present, staff ignoring residents who are in distress, staff conducting persond conversations over the
head of aresdent receiving care). Facilities often espouse a management principle that al staff from the
Adminigtrator on down must make aresident’ s needs paramount and interrupt their own activitiesto
assg resdents; we will be in aposition to caculate whether positive interactions (that speek to
outcomes like dignity, reationships, individuality, security, and comfort) occur and negative ones occur
lessin facilities with higher nurang department staff-to-resdent ratios. In terms of physica
environments, HCFA asked the investigators to give the physical design specid attention. The study is
exploring whether lements of the physical design effect QOL outcomes positively or negatively. Itis
likely that privacy, individudity, autonomy, and meaningful activity are deeply response to availability
and use of space, including private space and the generd ambiance in the nurang home. Staff may dso
respond positively to improved work environments and, indeed, be more efficient in them. If, indeed,
physical environments make a big difference in resdent QOL, policy-makerswill face trade-offs
between the likely costs of mandating saff retios and the likely codts of environmenta improvements.

6.6.4 Prdiminary Observations

In preparing for this QOL study, the investigators wrote to dl the nursng homesin the five catchments
areas where the study sample was later drawn and, in abrief questionnaire, asked respondentsto tell us
what, if anything, they had been doing a their nuraing homes to enhance QOL. Many of the responses
dedt with staff preparation or deployment. Also since field work began, the investigators have been
conducting interviews with key staff from administration, nursing, socid work, activities, and (when
applicable) pastora counsdling to collect indicator data and to learn how the nursng homes were
gructured. Even at thisearly point, it is obvious that Saff are used in nursing homesin extremely varied
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ways. For example:

C

C

Some nursing homes have dmaost abolished the concept of three shifts, usng a grest many
overlapping shifts and partid shifts so asto ensure larger numbers of staff at pesk times.
Some nursing homes have far more than the average numbers of nurses employed in
adminigrative-type positions with dinica sgnificance for the whole fecility. Specia nursing
assignments to retorative nursing or clinical care complicate determining the ratio of nursesto
resdents on any unit. They adso vary in the extent to which licensed nurses are used solely for
the “paper” function of completing the MDS or, conversdly, the way the MDS is used as an
organizing force for dl s&ff to plan care.

Some nursing homes have the regular presence of a geriatric nurse practitioner (GNP) for 4, 8,
or 16 hoursaweek. Typicaly these nurse practitioners are employed by physicians or clinics

practicing in the nursing home, but the presence of these GNPsistypicaly said to enhance the

effectiveness of the nursgng department.

Staffing shortages are dmost (though not quite) ubiquitous and nursang homes use varying
srategies to cope. Some use registries or pools heavily, whereas others prefer to ask staff to
do extra shifts or have supervisory personnd do shifts. Some have made ingenious use of new
types of positions (housekeeper, transport aide) or of nearby college students interested in part-
timework. Some havein-house CNA training programs or choose to be practicum sites for
LPNs and nurses in training; athough personnd in training are typicaly not counted in saff-to-
resdent ratios, their regular presence is said to improve the capacity and responsiveness of
gaff.

In practice, most facilities do not differentiate between RN and LPN/LVN for most supervisory
roles. Whether aRN or LPN isemployed on a particular shift istypicaly afunction of
availability of personnd and the historica circumstances of who is on the payroll. Payroll for
any given one-week period may reflect an atypica use of an RN instead of an LPN or vice-
versa,

Numbers of people and FTEs in activities programs vary widdy—for example from 1 personin
one of our facilitiesto 20 people in severa others (though the 20 would tend to condtitute a
much smaller number of FTES, such as6-10). Nursing homes vary in whether they pay some
high school students for specific roles or expect such students al to volunteer, and whether they
pay entertainers, and, for that matter, the size of the budgets under the discretion of the activities

program.

The provison of socid work varies enormoudy. We have encounter the following variaions:
the DON a so serves as the director and only socid worker; one social worker who has no
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forma socid work credential; multiple socid workers with no formal socid work credentials,
one socid worker with forma socid work credentiads, multiple socid workers each of whom
have forma socia work education. The way that socid workers congtrue their jobs also varies
greatly as do the ahilities of socid workers and other personnd to tap menta health and socia
services resources from the larger community to be of service to the resdents.

These and other variations in staff patterns and deployment in nursing and other departments leads us to
speculate that sheer numbers of nursing staff to residents will not predict QOL. Rather it will probably
be necessary to think of the numbers of nursesin the context of what the nurses do, aswell as what
other gtaff and human resources are present and what they do. Our ongoing study of QOL should help
shed light on these matters. Moreover, athough a minimum threshold may be needed for genera staff-
to-resident ratios and nursing department staff-to-resident retios, it seemsincreasingly clear that
achieving such numbers would never be sufficient to improve qudity of life. The key issue would be
what these geff literdly do and how they behave in the nursing home.

6.7 Conclusion

This chapter has presented a review of sdected research on nursing home staffing and resident
outcomes. Thisisnot anew topic and has been the subject of severd research studies and expert
mestings that have reviewed these studies. One such mesting of experts, referred to in previous
chapters as the Hartford experts, has reviewed this research and made recommendations about
gopropriate minimum gaffing retios, including a recommended minimum of 4.55 total nursing hours per
resident day, as was discussed in Chapter 3. These recommendations were published in arecent issue
of the Gerontologist (Harrington et d., 2000). In addition to recommended minimum staffing ratios, the
Hartford statement al So made recommendations with respect to education and training, and the use of
nurse practitioners, arecommended staffing issues that is outside the scope of our present study.

We have found that any conclusion on the association between staffing and outcomes derived from the
reviewed studies would be based on small samples of limited representativeness, questionable outcome
measures and risk adjustments, staffing measures of unknown accuracy, and findings that show no or
very wesk relationships between staffing and outcomes. We find no way to conclude on the basis of
these reviewed studies that there is a strong and consistently positive association between gtaffing and
qudity of care outcomes.

However, it should also be acknowledged that none of the studies has found a Sgnificant negetive
relationship between staffing and quality. Assuch, this pattern suggests that better designed studies
might produce the strong evidence clamed by the Hartford statement, but not found in our scrutiny of
their evidence. Thisisnot to suggest that the reviewed research was not professondly conducted.
Many of the sudies were limited by the data available to the investigators, as discussed above. Also,
many of the studies were not primarily designed to investigate the impact of saffing on outcomes; often
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this was a secondary objective or a by-product of another analys's, e.g., to evauate the impact of
Ombudsmen programs, reimbursement, or whether for-profit and not-for-profit homes behave
differently. Hence, thereis aneed for a comprehensive study specifically designed to address the
problems identified in the above studies and provide a more definitive assessment of the relationship
between gtaffing and qudity problems. It isjust such a study that has been conducted for this Report
and is presented in the following chapters.

Even if the above evidence on the association between staffing and quaity had been stronger and more
consistent, none of the reviewed studies were even designed to identify a critical ratio of nurses
to residents below which nursing home residents are at substantially increased risk of quality
problems. A positive association between nurse staffing and quaity outcomes is consistent with many
very different criticd ratio thresholds. The existence and identification of potentid thresholdsis
necessary in order to formulate recommendations for minimum staffing requirements that are potentialy
effective and efficient for improving quality outcomes. Relevant evidence with respect to specific ratios
will can only be generated from research designed to answer that question, as will be found in the
analyses presented in subsequent chapters.

Aswas discussed in Chapter 1, expert consensusis one of the three research Strategies that can be
used to address our generd study question of gppropriate minimum staffing ratios. Although we have
not assembled an expert pand to make recommendations, the Hartford experts were convened
recently in April 1998 and their recommendations were published this year, 2000. We draw upon their
published statement here in this chapter.

We have found it difficult to reconcile our review of sdected research on the relationship between nurse
gaffing and resdent outcomes with the Hartford Statement’ s findings and recommendations as
published in The Gerontologist. The same studies we reviewed in this chapter are cited in the
Gerontologigt article as consgtently showing “the positive relaionship between higher nurse saffing
levels, especidly RN gaff, and the outcome of nursing home care” But our examination of the cited
dudies cdlsinto question how “positive’ and how “congstent” and other study design eements which
limit what can be concluded from these studies. Perhaps more importantly, as noted above, even if the
above evidence on the association between staffing and quaity had been stronger and more consistent,
none of the reviewed studies were even designed to identify a criticd ratio of nurses to resdents below
which nurang home resdents are a substantialy increased risk of quality problems.

Although we are unclear as to how the Hartford participants arrived a their recommendations, the
gtatement identified a number of other aspects of staffing that would eventualy have to be addressin
any congderation of aminimum staffing ratio. These include recommendations with repect to
education and training, use of nurse practitioners, alocation of staff between shifts, and alocation of
daff between administrative and direct care activities.
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In addition to the studies reviewed above on the relationship between staffing and resident outcomes,
other research cited in the Hartford statement and/or our review indicates that there are independent
data sources indicating a relaively high percentage of residents needing assistance with egting and a
relaively low CNA to resident ratio to meet thisneed. In addition, there is some dramatic evidence
from an intensve quditative sudy of two nursing homes that finds eating problems of nursing home
resdents are primarily due to inadequate staff. However, aswe noted in this chapter, we have not
identified any research andyzing the relationship between measures of nurse gaffing to nutritiona
problems for a sufficiently large sample of nursing homes. Although the quditetive observations are
dramatic and compelling, without a quantitative study conducted over more homes, the Hartford
position that staffing numbers (as well as other agpect of saffing) are an important cause of manutrition
must be regarded as a compelling hypothes's, but not confirmed.

Our study conducted for this Report has focused on the potentia impact on qudity of one Structura
measure or congtruct, nursing home gaffing ratios. Clearly, there are other non-ratio aspects of staffing
which are important, perhaps more important than sheer numbers alone represented by staffing ratios.
A number of studies, usudly quditative, suggest that there maybe a number of non-ratio saffing factors
and work organization practices that impact importantly on quaity outcomes. Some of these
workforce factors that seem to favor high quality performance are use of teams of nurse aides, the
sharing of information about patient care with nurse aides; involvement of families and aidesin the
organization of work and care; provision of on-the-job training and feedback to nurse aides, lower
turnover, higher benefits, and career paths for nurse aides. Although these other factors are beyond the
scope of our Phase 1 study, we anticipate acloser scrutiny in these areas when we conduct qualitative
case dudiesfor our Phase 2 sudy. Thiswill be particularly important in explicating gpparent anomalies
in the data - eg., low daffed facilities that have particularly good quaity outcomes.

Researchers and HCFA regulations often distinguish between what are referred to as quality of care
practices and outcomes (e.g., bathing, toileting, feeding, pressure ulcers, urinary tract infections, etc.)
from the care processes and nursing home environment which enhances resdents’ dignity; individudity;
autonomy/choice; sense of privacy; enjoyment; meaningful activity; relationships, sense of
security/order; comfort; spiritual well-being, and functiona competence. (See discussion below).
These |atter outcomes are often referred to as Quality of Life (QOL) outcomes. With afew debatable
exceptions, the outcome studies reviewed in this chapter would fal under the rubric of qudity of care.

Although an analysis of the impact of nurse staffing on these other agpects are beyond the scope of this
study, areview of research by Rosalie Kane (University of Minnesota) on the relationship between
nursing staff ratios and quality of life is presented together with afew preiminary observations from an

ongoing study.

Thereview findsit doubtful that sheer numbers of saff in nuraing are unlikely to be important
determinants of QOL : “Beyond numbersis the question of what taff actudly do, how well they doit,
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how their roles and tasks are defined, whether they are present in sufficient numbers on weekends and
evenings, and whether their jobs are Structured so that they have the opportunity to know residents as
people, and whether they are expected to respond to resident’ s request and wishes.” Preliminary
observations reved's an enormous variation in the way staff are used in nurang homes. For example,
some nursing homes have amost abolished the concept of 3 shifts, some nurang homes have the regular
presence of anurse practitioner for 4, 8, or 16 hours aweek; staffing shortages are dmost (though not
quite) ubiquitous and nursing homes use varying strategies to cope; numbers of people and FTESin
activities programs vary widdly; etc.. These and other variations in aff patterns and deployment in
nursing and other departments |leads the investigators to speculate that sheer number of nursing staff to
resdents will not predict QOL. Rather it will probably be necessary to think of the numbers of nurses
in the context of what the nurses do, as well as what other staff and human resources are present and
what they do.

Chapters 7 through 14 for this Report to Congress: Appropriateness of Minimum Nurse Staffing
Ratios in Nursing Homes, can be found in Volume Il. Appendices are located in a separate volume
aswel.
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